The pyramidal lobe (PL) displays variations and is rarely affected by carcinoma. This manuscript presents two such carcinomas.
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Introduction
The thyroid gland consists of two lobes and the isthmus. At a variable rate there is an extra lobe, the pyramidal lobe, which is a prominent thyroid tissue and develops from the distal part of thyreoglossal duct and displays many anatomical variants [1] .
Usually starts from the isthmus of the left lobe and rarely from the right and ends at the hyoid bone. The radical excision is mandatory, in those cases in which total thyroidectomy should be performed [1] . The implication of the pyramidal lobe in pathologies of the thyroid gland is mainly studied when the lobe is not excised.
Concerning pathologies arising from the pyramidal lobe -especially tumors-only few cases exist in the literature [2] .
The aim of the present manuscript is to describe two cases of pyramidal lobe carcinoma, present images of this particular clinical and imaging entity and discuss possible special considerations.
Cases Report
Case 1
A 43-year old female patient was investigated as outpatient in the endocrine department as a mass (small nodule) located in the anterior cervical area. A year before, she presented with dyspnea, tachycardia, increased appetite and insomnia, and Information on the length of pyramidal lobe varies considerably, ranging from 3 to 63mm [3] . The origin of lateralization of the pyramidal lobe depends on the series, however its clinical importance is questionable since intraoperatively cautious dissection of this lobe is needed regardless its lateralization. The knowledge of the morphology of anatomical variations and frequencies is necessary in thyroid surgery, considering the fact that this normal component of thyroid gland can be a potential place of recurrent thyroid disease after total thyroidectomy or a primary localization M A N U S C R I P T
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6 of a solitary or multifocal disease [3] . Furthermore its removal is mandatory in case of differentiated thyroid cancer because that improves radio-iodine treatment, and it can increase the sensitivity of serum thyroglobulin.
Well differentiated thyroid carcinoma (WDTC) (papillary or follicular) is the most common thyroid malignancy and is characterized by multifocality and frequent regional lymph node metastases. Multifocality either occurs due to intra-glandular spread from a single primary focus or represents primary tumors in the thyroid gland.
Malignant tumors arising from the pyramidal lobe are extremely rare. They have been
reported only a few in the literature, with one case series (10 cases) [4] . In general, we acknowledge only 28 cases of WDTC (including ours), twenty seven of which being papillary (PTC) and one follicular. Most cases were present to female patients (26 cases) All surgeons with patients with PTC on pyramidal performed total thyroidectomy (26 from the beginning and 2 complementary after a lobectomy).
Central compartment prophylactic dissection was mostly performed by surgeons. In all cases when lateral lymph nodes were positive then their presence was bilateral and bilateral lymph node dissection was performed. In the present cases, central compartment dissection was performed following ATA guidelines [5] . Our choice was confirmed by our findings: in case 1 no positive delphian lymph nodes were identified, while in case 2 three positive lymph nodes were identified and further bilateral lymph node dissection was performed. We believe that prophylactic central lymph node dissection in not necessary routinely in pyramidal lobe WDTC of T1 or T2, while for tumors of >T3 it is possible that when lymph node involvement is present a bilateral lymphadenectomy would be more appropriate. Well differentiated thyroid carcinomas seldom appear on the pyramidal lobe.
Although a non-constant anatomic formation, the oncologic principles followed during tumor excision originating from pyramidal should be the same as those during classic thyroid surgery [6] . 
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